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 Z 000 Initial Comments  Z 000

This Statement of Deficiencies was generated as 

a result of complaint investigation conducted in 

your facility on 4/9/10 and finalized on 4/13/10, in 

accordance with Nevada Administrative Code, 

Chapter 449, Facilities for Skilled Nursing.

Complaint #NV00024358 was substantiated 

without deficiencies.

Complaint #NV00024869 was substantiated 

without deficiencies.

Complaint #NV00024944 was substantiated with 

a deficiency cited. (See Tag Z474)

Complaint #NV00024411 was substantiated with 

s deficiency cited. (See Tag Z474)

Complaint #NV00024994 was substantiated with 

deficiencies cited. (See Tags Z230 and Z473)

Complaint #NV00024745 was substantiated with 

a deficiency cited. (See Tag Z474)

A Plan of Correction (POC) must be submitted. 

The POC must relate to the care of all patients 

and prevent such occurrences in the future. The 

intended completion dates and the mechanism(s) 

established to assure ongoing compliance must 

be included.

Monitoring visits may be imposed to ensure 

on-going compliance with regulatory 

requirements.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

The following deficiencies were identified:

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Z230Continued From page 1 Z230

 Z230

SS=D
NAC 449.74469 Standards of Care

A facility for skilled nursing shall provide to each 

patient in the facility the services and treatment 

that are necessary to attain and maintain the 

patient's highest practicable physical, mental and 

psychosocial well-being, in accordance with the 

comprehensive assessment conducted pursuant 

to NAC 449.74433 and the plan of care 

developed pursuant to NAC 449.74439.

This Regulation  is not met as evidenced by:

 Z230

Based on observation, interview, and record 

review, the facility failed to follow physician fall 

precaution orders, the comprehensive plan of 

care, and the facility's fall precaution policy and 

procedure by failing to consistently provide a bed 

Tab alarm for 1 of 7 residents with a history of 

falls, altered mental status, and dementia 

(Resident #6).

Severity:  2   Scope:  1

Complaint #NV00024994

 Z473

SS=D
NAC 449.74539 Physical Environment

4. Ensure that each patient in the facility receives 

adequate supervision and devices to prevent 

accidents;

This Regulation  is not met as evidenced by:

 Z473

Based on observation, record review and 

document review, the facility failed to ensure a 

bed Tab alarm was provided for 1 of 7 residents 

with a history of falls, altered mental status, and 

dementia in accordance with a physician order to 

prevent falls. (Resident #6)

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Z473Continued From page 2 Z473

Severity:  2  Scope:  1

Complaint #NV00024994

 Z474

SS=E
NAC 449.74539 Physical Environment

5. Provide such housekeeping and maintenance 

services as are necessary to maintain a sanitary, 

orderly and comfortable environment;

This Regulation  is not met as evidenced by:

 Z474

Based on observation, interview and 

housekeeping policy and procedure review, the 

facility failed to provide adequate housekeeping 

services necessary to maintain a sanitary 

comfortable environment in  resident rooms and 

bathrooms and the facility's shower rooms.

1.  Room 109: Dirty latex gloves were lying on the 

floor of the room just inside the doorway.

2.  Room 208: Tissue paper was tied to a call 

light cord. Ground in brown dirt was visible 

around  the baseboards around the entrance to 

the bathroom. Corrosion was visible around the 

faucets on the sink. Paint was peeling on the 

bathroom walls under the sink.

3.  Room 222: Trash and used alcohol wipes 

were located on the floor. A urinal was on the 

floor. Bowel movement was in the toilet/not 

flushed. Paint was peeling off the bathroom wall 

under the sink and the caulking around the sink 

was cracking. Ground in brown dirt was visible in 

the door jam entrance to the bathroom.

4.  Shower Room #3: The floor was filthy with 

ground in brown dirt. The shower head was 

tucked into the railing and there was no shower 

head holder present. The cover to the thermostat 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Z474Continued From page 3 Z474

was missing and the tile by the door to the 

shower room was cracked and peeling.

5.  Shower Rooms #1 and #2: The shower heads 

in both shower rooms were dangling and there 

was no shower head holder present.

Severity:  2 Scope:  2

Complaints #NV00024944, #NV00024745, and  

#NV00024411

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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